Background: Intimate partner violence (IPV) is a pervasive, serious problem detrimental to the health of untold numbers of women. In addition to physical injuries that may be sustained, IPV has been significantly associated with mental health challenges including substance use problems. The problems are complex, highly correlated with each other, and bidirectional in nature. Although as many as 50% of women in mental health and between 25% and 50% of women in substance abuse treatment programs report IPV, frontline workers in all three sectors state they lack the training to address these co-occurring problems. Objective: To determine what frontline IPV, mental health, and substance use workers need to know in order to provide appropriate care to women experiencing co-occurring IPV, mental health and/or substance use problems. Design: Using Scholars Portal OVID, Medline and OVID PsycINFO and combinations of significant terms, we conducted a scoping review of articles published between 2005 and 2014. Results: An initial 4017 records were retrieved (3484 from Scholars Portal, 272 from Medline, 261 from PsycINFO). After applying inclusion and exclusion criteria, 35 articles were reviewed. Of these, 14 examined the relationships among IPV, mental health, and substance use; 7 focused on IPV and mental health; 14 looked at IPV and substance use. Conclusions: Although education and training frequently figured among the recommendations in the reviewed articles, specific content for proposed education or training was lacking. The most frequently occurring recommendations focused on the need to develop better collaboration, coordination, and integration across IPV, mental health and addiction treatment services.
seen in a range of mental health settings either currently are, or have been abused by an intimate partner', although rates vary widely across studies (9) .
The relationship between IPV and mental health problems has been well-documented with depression, dysthymia, suicidality, generalized anxiety disorder, phobias, and posttraumatic stress disorder (PTSD) all associated with the experience of IPV (10Á15). Some studies reported worse outcomes associated with greater frequency and severity of IPV (16) , whereas others reported that even so-called low levels of violence (such as pushing or shoving) are associated with depression (17, 18) . Psychological or emotional abuse has been associated with depression, low self-esteem, and PTSD (19, 20) . In at least one study, more than 50% of the women who experienced IPV suffered some mental health problem and nearly 75% of the women who experienced 'severe' IPV had one or more diagnosed mental health disorders (21) , leading one researcher to note that 'among treatment-seeking women diagnosed with a severe mental disorder, there is a 'high risk' of IPV' (22) .
Among American women in substance abuse treatment programs, reported prevalence rates for exposure to IPV have ranged from 20% to 57% (23Á26). There are scant Canadian data but results from a sample of women drawn from nine substance abuse treatment centers in Ontario, Canada, reported 56% had experienced adult physical abuse (27) . One other substance abuse treatment program reported that 65% of women in the program had experienced some form of violence in their adult years (although not necessarily IPV) (28) .
The relationships among IPV and substance use are complex with some studies reporting increased substance use following IPV (29Á31), whereas others report that substance use may lead to higher rates of IPV (29, 32) . Recent studies suggest that both propositions are true: IPV is associated with increased substance use and substance use is associated with an increased risk of IPV. Thus, the relationships are both complex and bidirectional; just as with mental health problems, substance use may be a response to the effects of abuse (29, 32) and/or make women more vulnerable to abuse (29Á31).
Despite the clear relationships among IPV, mental health, and substance use problems, programs and practices have evolved along discrete lines governed by different paradigms (33) , professions, languages (33, 34) , training models (35) , and funding streams (social or justice services versus healthcare). Yet, the frequent cooccurrence of IPV with mental health and/or substance use problems suggests that clinicians and frontline providers who work with women in IPV, mental health, or addiction treatment settings should be trained to recognize and appropriately respond to women who experience these co-occurring problems. Early in 2010, we completed a review of the literature (2005Á2010) to guide the development of an evidence-informed curriculum relevant to frontline providers who work in IPV, mental health, or addiction treatment settings. The review was updated in 2014 (2010Á2014) and the integrated results from 2005 to 2014 are presented here.
Objective
Our objective was to answer the question 'what do clinicians and frontline workers need to know in order to provide appropriate care to women who may experience co-occurring IPV, mental health and/or substance use problems?'
Method
An initial scoping review of articles published between 2005 and 2010 was completed in January 2010 using Scholars Portal databases. 1 This was updated in August 2014 to include articles published between 2010 and 2014 using OVID Medline and OVID PsycINFO databases. The Scholars Portal databases search used combinations of the following terms: 'intimate partner violence', 'domestic violence', 'intimate partner abuse', 'spousal abuse', 'marital violence', 'violence against women', 'mental health', 'addiction', 'substance abuse', plus any of the following: 'treatment', 'treatment modalities', 'trauma informed', 'education', 'curriculum', and 'training'. The search of OVID Medline and PsycINFO databases used similar terms (see Appendix 1 for the literature search strategy). Included were English language articles focused on: women; IPV; mental health and/or substance use; and treatment/education/training (see above search terms). No geographic limitations were applied.
Excluded were articles that failed to address IPV and one of the co-occurring (mental health or substance use) problems and treatment/education/training issues. Also excluded were studies focused on male victims, perpetrators, children, adolescents, couples and men's use of drugs/alcohol (except when related to women's experiences of IPV). Duplicates as well as book titles were also eliminated.
A scoping review is a rapid, systematic examination of the literature on a topic area. Scoping reviews aim to rapidly identify the key concepts within a specific research domain and the main sources and types of evidence available (36) . Unlike systematic reviews where assessments are made about the quality of the studies included and 'apples are compared to apples', scoping reviews are exploratory and utilize broader inclusion criteria such as including both qualitative and quantitative studies. Data are extracted and entered into a chart allowing the identification of common issues, themes, and gaps. The final step in a scoping review involves confirming the relevance of the findings through consultations with a group of experts or other stakeholders (37) .
The initial search yielded 3,484 records. The titles and abstracts for these were read and inclusion and exclusion criteria applied. The title and abstract screen eliminated 3,447 records leaving 37 articles for review. First reading of the remaining articles led to the exclusion of eight more publications (four dissertations; three focused on IPV perpetrators; one newsletter blurb introducing the development of a new training for IPV and co-occurring mental health and substance use problems) leaving 29 articles.
The remaining 29 articles were read in their entirety by the two authors. At this point nine additional articles were excluded; three because the focus was on IPV with no reference to either mental health or substance use, one because the focus was on IPV perpetrators, one because the focus was on substance use with no reference to IPV, and four because there was no reference to either treatment/education/training (Fig. 1) .
The second search yielded 533 records (OVID Medline: 272 and OVID PsycINFO: 261). The titles and abstracts were read and the same inclusion and exclusion criteria applied, leading to the exclusion of 477 articles. Twentyfour articles from OVID Medline and 32 articles from OVID PsycINFO were left for review, however 10 of these were duplicates, leaving a total of 46 articles for final review.
The 46 articles were read in their entirety by both authors and an additional 31 articles were excluded; five combined male and female victims, two focused on family treatment, two combined victims and perpetrators, two because there was no IPV, one did not distinguish between other forms of trauma and IPV, two did not include co-occurring mental health and/or substance use problems, nine lacked reference or content relevant to treatment/education/training, six were editorials or commentaries, and two were retrieved in our earlier search (Fig. 1) .
This review is based on the final sample of 35 articles (2005Á2014) each of which referenced IPV and mental health and/or substance use plus treatment/education/ training. Data extracted included: sample size and description, key findings, and recommendations (Tables 1, 2  and 3) .
Results
Of the papers reviewed, 14 examined the relationships among IPV, mental health, and substance use (33, 34, 38Á49; Table 1), 7 focused solely on IPV and mental  health (50Á56; Table 2 ), and 14 looked at IPV and substance use (57Á70; Table 3 ). One paper suggested topics for the purposes of cross-training in order to improve the care of victims of IPV (38) and another outlined the principles of trauma-informed care with the suggestion that these become core elements of all practice (33). One paper described the development of a curriculum on IPV and evaluated its impact on the knowledge, attitudes, and efficacy of participants (48) . Reference to the development of a curriculum is made in one other paper focused on describing a systems' change initiative (34), however, little detail was provided regarding curriculum content. Although education and training frequently figured among the recommendations in the reviewed articles, specific content of the proposed education or training was largely lacking. See Table 4 for the list of recommendations extracted.
IPV, mental health, and substance use Of the 14 papers that examined the connections among IPV, mental health, and substance use (33, 34, 38Á49), nine described aspects of a five-year, 14-center study in the United States, funded by the Substance Abuse and Mental Health Services Administration (SAMHSA), called the Women Co-Occurring Disorders and Violence Study (33, 34, 39, 41, 43, 44, 46Á48) . The SAMHSA projects were developed to 'provide access to mental health and substance abuse services' to women with co-occurring disorders and a history of sexual and/or physical abuse. However, the specific services and their provision were individually determined by each site making comparisons difficult (43) . Of the original 14 sites enrolled in the study, nine conducted program evaluations. Findings suggest that participants in both the treatment-as-usual and intervention conditions improved from baseline to six months in posttraumatic symptom severity, mental health status, alcohol problem severity, and drug problem severity. Significant outcomes for the intervention sites included greater improvement in posttraumatic symptom severity and drug problem severity compared with women in the treatment-as-usual sites. Furthermore, when compared to those in usual care, women in the intervention sites also showed some improvements in mental health status, although this did not reach significant levels. As noted, there were differences across the nine sites and in some sites greater improvement was shown for women in the treatment-as-usual condition when compared with the intervention arm (39) . As the cost of services in the intervention sites was not more expensive than usual care and modest clinical improvements were shown in most sites, Domino et al. (41) suggested that the intervention was more cost-effective than usual treatment. Morrissey et al. (46) noted that at six months post-treatment, treatment effects were most positive for those with the most years of substance use. The key recommendation to emerge from the cluster of SAMHSA studies was the benefit of integrated, traumainformed care for women who experience co-occurring problems. However, little concrete information was provided about the specific core knowledge or skills required to meet this recommendation.
McPherson et al. (45) reported on a longitudinal study of mothers with severe mental illness and noted the high correlation among IPV, mental health, and substance use. Hospitalizations, symptoms, and alcohol and drug use at baseline were positively and significantly associated with IPV at six months follow-up. The authors concluded that given the high rates of IPV victimization, assessment, and referrals should be part of treatment or intervention plans for this population.
Although Herz et al.'s (38) needs assessment focused on all three sectors, their primary interest was to assess victim advocates, mental health, and addiction counselors' knowledge of IPV and sexual trauma. A survey mailed to victim advocates, mental health, and substance use service providers in Nebraska, USA was designed to collect information about past training and education on IPV and sexual trauma. The authors noted there is little training on these issues (less than 10 hours) for mental health and substance use service providers, with the latter receiving the fewest hours of training. Yet, across all three groups, the majority of participants felt they had received adequate training. Specific content to educate providers about IPV and sexual trauma was included in the discussion section (incidence, impact, and overlap of IPV with sexual trauma, and behavioral health problems; understanding the dynamics of sexual assault in childhood and adulthood; IPV and offender behaviors; screening for histories, symptoms, or behaviors; support and intervention techniques; and effective referral, collaboration, and case management practices) however, little reference was made to cross-training on mental health or substance use problems. The authors acknowledged that the low response rate (29%) may have affected the generalizability of their findings.
Edwardsen et al. (42) also focused on training and education. They developed and evaluated an evidencebased curriculum on IPV for mental health providers working in veteran medical centers. The authors referenced topics included in other curricula, although specific details about their curriculum were lacking. The sole reference to content was that it emphasized the 'overlap' between IPV, mental health, substance use, and lethality. The day-long training was delivered to 73 participants along with validated pre and post-test measures of knowledge, attitudes, and self-efficacy (completed by 51 participants). Participants agreed that IPV was a serious issue and indicated the need for additional training. Post-test results indicated significant gains in knowledge and self-efficacy although no changes in attitudes were reported. Despite increased knowledge and participants' indication they would likely use what they had learned, perceived barriers to incorporating knowledge into clinical practice remained high. Participants stated a preference for interactive sessions and lectures over group activities or films.
Sabri et al. (49) examined the risk for lethality among 543 African American and African Caribbean women who had experienced IPV. Participants in the cross-sectional study completed a number of standardized measures including the Danger Assessment, Women's Experiences of Battering, Severity of Violence Against Women (VAW) Scale, as well as measures of PTSD, depression, and alcohol use. The independent effects of severity of victimization, PTSD, depression, and alcohol use were examined relative to high or low risk of intimate partner femicide. Lethality risk was positively associated with co-occurring PTSD and depression but women's alcohol use was not related to increased risk for femicide.
Cohen et al. (40) were also interested in future and potentially lethal violence and compared two behavioral interventions designed for women with co-occurring IPV, PTSD, and substance use. Seeking Safety, a traumainformed, integrated PTSD-substance use intervention that emphasizes safety issues, was compared with Women's Health Education, a psychoeducational group. IPV exposure, PTSD symptoms, and substance use outcomes were collected at one week, three months, and six or 12 months for 288 participants. No significant differences were noted between those who experienced IPV during the follow-up period and those who did not. IPV-related outcomes were similar across the two interventions with women currently using substances or with a substanceusing partner, those with more lifetime exposure to traumatic events, and those who experienced physical or sexual assault in the 30 days prior, more likely to report IPV at follow-up. The authors suggested that Seeking Safety may be better suited to women who have achieved a period of abstinence while those with concurrent IPV and substance use may benefit from focused interventions that address trauma-related symptoms and substance use in a sustained way.
IPV and mental health
Seven papers, all retrieved during the updated search, examined the relationship between IPV and mental health (50Á56). Three (50, 51, 54) described Randomized Control Trials (RCT) of specific counseling interventions. One provided an overview of IPV and mental health outcomes including a review of known interventions (52) . One outlined successful implementation of a peer-based treatment model that used Motivational Interviewing (55) . One paper drew upon four related studies to delineate factors that contribute to successful IPV and mental health service collaborations (53) . One examined mental health service utilization among a population of African American women who had experienced IPV (56) .
Two RCTs found no significant differences in IPVrelated outcomes between the intervention and control groups. Hegarty et al.'s (51) cluster RCT involved physicians and their patients. Physicians in the intervention group were trained to offer and deliver brief counseling (oneÁsix sessions) to patients who screened positive for IPV. Twelve-month follow-up outcome measures included quality of life, safety planning, and mental health (including depression and anxiety). No betweengroup differences were noted on any measures except that women in the intervention reported fewer depressive symptoms. In the second RCT, Miller et al. (54) randomly assigned mothers to the intervention, Mothers Empowerment Program (MEP), a manualized evidence-based one-hour program that met twice weekly for 10 weeks (n 058), or a wait-list condition (n062). Exposure to IPV was assessed for all participants at five weeks and again at six to eight months. MEP combined therapeutic services with advocacy and focused on violence and its effects, training in support of good mental health including conflict resolution, assertive communication, stress management, and emotional regulation in addition to advocacy. Episodes of violence decreased for women in both the intervention and comparison groups although those in the MEP experienced greater reductions. No measures of mental health were provided.
Crespo and Arinero (50) reported significant improvements in IPV survivors' mental health in an RCT that compared two cognitive-behavioral programs. Both programs included psychoeducational components and relapse prevention; one program provided exposure procedures. Little difference in outcomes was reported between the two programs. Although not an RCT, Nicolaidis and colleagues (55) reported significant improvements in mental health outcomes for a community-based program using peer advocates, cognitive-behavioral therapy, and Motivational Interviewing. The program was developed with significant community input to specifically address the needs of African American survivors of IPV with depression symptoms (n059).
Risk of lethality and mental health status were the focus of a study by Sabri et al. (56) . Black women from the USA and US Virgin Islands who experienced both IPV and mental health problems were recruited to determine whether type and severity of IPV, including risk of lethality, were associated with PTSD, depression, and the use of mental health related resources (N 0431). More than half of the women who experienced both PTSD and depression 'were at increased, severe, or extreme danger of lethality'. Women who experienced more severe types of IPV were more likely to have co-occurring mental health problems. Neither IPV type and severity nor lethality risk predicted use of mental health resources.
Researchers frequently concluded their papers on cooccurring IPV and mental health with recommendations for improved collaboration. Factors that contributed to successful collaborations were examined in a paper by Laing et al. (53) that combined findings from four separate but related studies. These factors were identified as: commitment to building trust and a shared sense of purpose, personal relationships, the development of institutional empathy, and involved leaders who work to create a sense of inclusion.
IPV and substance use
Fourteen papers examined the relationship between IPV and substance use (57Á70). Two were general literature reviews (59, 63) , one reported the prevalence rates of these co-occurring problems from a cross-sectional study (65) , three were qualitative studies (61, 64, 67) , three reported on interventions (57, 58, 62) , three reported on substance use by women in VAW shelters (60, 68, 70) , one examined perceived levels and sources of social support among substance using abused women (69) , and one reviewed the literature on collaborations across IPV and substance use services (66).
Gutierres and Van Puymbroeck (63) reviewed the literature on the relationships of both childhood and adult victimization to substance use. Although the search strategy was not provided, the articles reviewed are thematically grouped into relationships examining childhood victimization and substance use (eight papers), adult victimization and substance use (seven papers), and childhood and adulthood victimization and substance use (seven papers). The authors noted that the relationships among these experiences are complex and causality cannot be determined. Two possible explanations for the increased risk of substance use among women who have experienced abuse were provided. The first suggests that a history of sexual abuse increases vulnerability to substance use; the second is an indirect path whereby abuse can lead to low self-esteem, depression, anxiety, guilt, and other psychological states that potentially increase vulnerability to adult victimization and self-medication through substance use or misuse. Clinical implications were reviewed and included a recommendation for cross-training for treatment providers; few suggestions about the training content were provided.
Brackley et al. (59) described a consensus report issued by SAMHSA in 1997 [Treatment Improvement Protocols (TIPS), number 25: Substance Abuse Treatment and Domestic Violence] noting that few settings had actually integrated the TIPS into practice. To improve implementation of the protocol, the authors outlined the important, potential role of both advanced practice and generalist nurses in screening and providing services to both victims and perpetrators. The article concluded with an outline of the specific knowledge, skills, and attitudes required to effectively intervene when IPV and substance use co-occur.
Three qualitative studies were reviewed. Humphreys et al. (64) and Galvani (61) conducted interviews with addiction treatment service providers, whereas Macy et al. (67) interviewed abused women in addiction treatment settings. Humphreys et al.'s (64) key informant interviews focused on the bidirectional relationships of IPV and substance use and the problems created by service delivery 'silos'. They found five key themes highlighting the challenges of collaborative care: cultural clashes, a single issue focus, resource-related problems, governmental fragmentation, and providers' lack of knowledge and training. Galvani (61) also interviewed key informants who worked in substance treatment settings. The 13 participants were asked about their IPV treatment experiences including access to, participation in, and retention in treatment. Participants reported a clear relationship between the two problem areas and noted that IPV impacts a woman's ability to access and complete treatment as well as increasing the potential for relapse. A number of practice-related issues (e.g. lack of training, policies, and perpetrator services) were also reported. Macy et al. (67) interviewed women in a trauma-informed substance abuse treatment agency about their perspectives on the connections between IPV and substance use. A majority of the 15 participants began their substance use early in life, prior to meeting their abusive partner. The authors suggested that women's progression from substance use to addiction may be facilitated by abusive partners and that women with addictions may benefit from understanding how violence triggers their substance use.
Gilbert et al. (62) and Bennet and O'Brien (57, 58) each reported on findings from interventions designed to enhance the safety and well-being of women who experience IPV and substance use problems. Gilbert et al. (62) conducted a feasibility study of an integrated group program for women in a methadone maintenance program that focused on both relapse prevention and increasing safety in intimate relationships. Participants received 12 group sessions and results indicated high rates of participation, attendance, and retention. Reductions in the number of IPV events as well as some improvements in substance use outcomes were also reported. In two papers, Bennet and O'Brien (57, 58) reported on the results of a demonstration project to explore collaboration and integration of IPV and substance abuse treatment services across six agencies in Illinois, USA. Two sites provided integrated services whereas four provided either violence or substance-related specific services with enhanced collaboration across sectors. All participants were screened for the co-occurring problem. The specific 'door' entered, or path to care, did not substantially affect outcomes. Most of the 128 individuals who completed the program and follow-up interview reported increased IPV related self-efficacy as well as a significant reduction in substance using days. The authors concluded that with enough training and support, providers could attend to both women's IPV and substance use needs. They suggested trauma-informed services are best suited to meeting those needs but did not elaborate on the training required.
Panchanadeswaran and colleagues (69) focused on perceived levels of social support of women on methadone, some of whom had experienced childhood abuse or IPV. Lower levels of social support were reported by women who experienced childhood abuse, IPV, or who used illicit drugs. Alcohol use did not affect perceived social support. Smaller social networks and lower perceived levels of social support may affect a woman's ability to recover from IPV and substance use.
Fowler (60), Martin et al. (68) , and Schumacher and Holt (70) explored substance use problems among those in VAW shelters and programs. Fowler (60) focused on the extent to which 102 shelter residents screened positive for substance use problems using standardized tools (CAGE-AID, Simple Screening Instrument for Alcohol and Other Drug Use, Addiction Severity Index) and found approximately 68% of participants scored from moderate to high risk for substance use. Martin and colleagues (68) surveyed 71 of 84 North Carolina, USA, IPV programs about the ways in which they respond to women with co-occurring substance use problems. The authors reported that despite the frequency of substance use problems among women in these programs, more than half of the services had no written policy to guide practice. Key challenges to providing service to clients with substance use problems were noted as: women's refusal to participate in substance use treatment or the lack of available treatment options, the safety risks posed by housing women who are active substance users, and the risk of relapse and return to the abusive relationship of newly sober women. Participants spoke of the need for ongoing collaboration with treatment settings, open communication with clients about their substance use, and implementing substance use policies within IPV programs. The authors concluded that although staff largely recognized the high rates of co-occurring IPV and substance use among the women, few of the programs had trained staff to respond. Schumacher and Holt (70) synthesized the literature on the prevalence of substance using women in the shelter system and reviewed different treatment approaches for addressing co-occurring IPV and substance use including sequential treatment, linked treatment, and integrated treatment interventions. Challenges related to each of these options were discussed.
Once again emphasizing the importance of collaboration, Macy and Goodbourn (66) reviewed the literature on successful collaborations across IPV and substance use services as well as the many critical challenges facing these services. Included in the review were studies that evaluated the development, implementation, challenges, and outcomes of training programs designed to enhance collaboration.
Discussion
The relationships among IPV, mental health, and substance use are complex and helping the women who experience these co-occurring problems presents a challenge to health and social service providers. Despite the high prevalence of co-occurring IPV, mental health and/or substance use problems in women's lives, evidence-based practices for responding to these complex problems are still in their infancy. Although this review clearly demonstrates the growing recognition among providers and researchers of the extent of these co-occurring problems, concrete and substantial recommendations to improve practices in all three sectors are largely lacking.
Acknowledging the challenges women who experience co-occurring IPV, mental health, and/or substance use problems face in accessing appropriate timely care, the most frequently occurring recommendations focused on the need to develop better collaboration, coordination, and integration across IPV, mental health, and addiction treatment services (34, 38, 48, 52, 53, 56, 58, 59, 66Á68, 70) . Within these services, trauma-informed approaches were reported to be useful in helping frontline providers understand the complex relationships among these problems and were a suggested promising practice in the provision of client care (33, 38, 48, 49, 56, 58, 67) . In addition, social and cognitive strategies to empower women, increase self-esteem, and help them develop strong social networks were reported to be helpful (34, 38, 49, 54, 63, 69) . Within services developed, recommended are environments that emphasize safety issues and confidentiality, and providers who practice without judgment (34, 68) and have considered how they will approach client relapse and crises (34, 40, 61) .
Missing, however, is a clear consensus on the knowledge and skills those working on the frontlines require in order to better help those women who experience co-occurring IPV, mental health, and/or substance use problems. Recommendations have acknowledged the need to address these co-occurring problems but, with the exception of Edwardsen et al.'s (42) topics, most were too vague for frontline providers to act on (e.g. use integrated, trauma informed practices; staff training is required; assess and refer for co-occurring problems). Although some shelters, mental health counseling, and addiction treatment settings have embedded screening protocols into their intake procedures, there was little evidence of what happens once a woman does disclose a co-occurring problem. The development of cross-sectoral collaborations and protocols, trauma-informed practices, clear policies and guidelines, and staff education and training were among the recommendations proffered, yet there are few published studies on the effectiveness of these strategies. Developing such studies will be challenging due to current models of health and social service delivery where women who experience co-occurring problems are required to parse out the complexities to identify a single priority issue in order to access services. Should IPV first be addressed, or depression and low self-esteem? Should dependence on pain killers or alcohol be the primary focus or the violence and abuse?
Results from the SAMHSA cluster of studies suggest that integrated services where problems are recognized as being inter-related hold some promise. Yet, in many jurisdictions, VAW shelters, mental health, and substance use treatment services are funded by different government ministries. Development of the trauma-informed, integrated services piloted in the USA would require changes or, at minimum, agreement across ministries, as well as changes to the various professional education/training programs.
Conclusion
Women who experience co-occurring IPV, mental health, and/or substance use problems have complex needs; the relationships among these problems are intricate, multilayered, and bidirectional. It is clear that more education and training is required to help those working on the frontlines respond to those needs appropriately, effectively, and compassionately, yet the research evidence to guide practice is still nascent with few concrete recommendations we could extract to guide curriculum content development for frontline workers. To better address the learning needs of those who work with women who experience these co-occurring problems requires collaborative, cross-sectoral, and multidisciplinary cooperation and systematic evaluation of new education and training initiatives. 
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